Transition-related discontinuity of care is a major socioeconomic and societal challenge for the EU. The current service configuration, with distinct Child and Adolescent Mental Health (CAMHS) and Adult Mental Health Services (AMHS), is considered a weak link where the care pathway needs to be most robust. Our aim was to delineate transitional policies and care across Europe and to highlight current gaps in care provision at the service interface. An online mapping survey was conducted across all 28 European Countries using a bespoke instrument: The Standardized Assessment Tool for Mental Health Transition (SATMEHT). The survey was directed at expert(s) in each of the 28 EU countries. The response rate was 100%. Country experts commonly (12/28) reported that between 25 and 49% of CAMHS service users will need transitioning to AMHS. Estimates of the percentage of AMHS users aged under 30 years who had has previous contact with CAMHS were most commonly in the region 20-30% (33% on average).Written policies for managing the interface were available in only four countries and half (14/28) indicated that no transition support services were available. This is the first survey of CAMHS transitional policies and care carried out at a European level. Policymaking on transitional care clearly needs special attention and further elaboration. The Milestone Study on transition should provide much needed data on transition processes and outcomes that could form the basis for improving policy and practice in transitional care.
Introduction
Youth aged 16-25 with emerging mental disorders face more health and social care challenges as compared to their peers without mental health problems [1] [2] [3] . Despite the acknowledged importance of providing [4] [5] [6] effective, affordable and feasible early intervention as the most optimal approach for many mental disorders and for preserving mental health, unfortunately many users of Child and Adolescent Mental Health Services (CAMHS) needing transition to Adult Mental Health Services (AMHS) do not move across and those who do, often receive suboptimal care [7] .
The provision of distinct CAMHS and AMHS services, based on age boundaries, has been under scrutiny in recent years, with concerns that this divide does not serve the needs of youth well [8, 9] . There are significant clinical, ideological and cultural differences between them [10] , and a lack
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of understanding of different service structures. Very often young people with a need for ongoing mental health care fall 'through the gap' [11] [12] [13] between services. According to McGorry et al., this interface is "the weakest link in a system where it should be most robust" [14] .
Disruption of care at this critical time can be avoided through a strategic reorientation of healthcare policy [15, 16] and practice [17] [18] [19] . The European Union [EU]-funded MILESTONE project aims to improve transitions for young people from CAMHS to AMHS in Europe (more details at: http://www.miles tone-trans ition study .eu/). The results presented here are part of the MILESTONE objective to map the CAMHS-AMHS interface across European mental health services. Through an online mapping survey we systematically compared CAMHS configuration, characteristics and activity, including differences and similarities in transitional policies and practice, in all EU countries, as reported by country experts. This paper presents findings on aspects related to transitional care.
Methods

Glossary
The term 'CAMHS' refers to a specialist, communitybased, multidisciplinary, mental health service delivering biomedical and psychosocial interventions to children and adolescents with mental health problems and disorders, as recognized by international classification manuals (ICD or DSM). 'AMHS' refers to hospital or community-based secondary care provider delivering biomedical and psychosocial interventions to adults with mental health problems and disorders, as recognized by international classification manuals (ICD or DSM). 'Transition' refers to young people in treatment at CAMHS and moving on to AMHS if they still require care or treatment; good quality transition is characterized by joint working, information transfer and therapeutic continuity.
Subjects
Individuals (child psychiatrists and representatives of national child and adolescent psychiatry associations) with recognized country-specific expertise on child and adult mental health (MH) services and policies were approached to provide information regarding transitional policies and practice. Experts were identified with the help of the WHO Regional Office in Copenhagen, the coordinator of the WHO Child Atlas project [20] and the Principal Investigators (PI) from the MILESTONE project. We identified at least one expert in each of the 28 EU countries. In the eight European countries participating in MILESTONE (Belgium, Croatia, France, Germany, Ireland, Italy, the Netherlands, and the UK), the survey was completed by the MILESTONE PIs or a team member.
Assessment instruments
The survey comprised two parts (questionnaires): the first aimed at collecting information on CAMHS architecture and functioning, and the second focused specifically on transition. The survey methodology and findings of the first part are described elsewhere [21] .
The Standardized Assessment Tool for Mental Health Transition (SATMEHT) was developed from an instrument used in the TRACK study [13] , and from other questionnaires found in the literature, at national and international level [22] [23] [24] [25] . The SATMEHT assesses characteristics and policies of CAMHS regarding transition (available as Online Resource 2). 
Data analysis
Results
Data were collected between Oct 2014 and March 2015, with responses from experts in all 28 EU countries (100% response rate). Over 95% of survey items were completed. The information provided came from multiple sources: official national statistics or service reports (N = 18/28 countries, 64%), consultation with colleagues or experts (N = 11/28, 39%), personal knowledge of the field (N = 10/28, 36%), and web searches (N = 1/28, 4%).
Transition process and services configuration
Based on experts surveyed, the proportion of young people needing transitional care ranged from 25 to 49% of CAMHS service users in their country will need transitioning to AMHS (N = 12/28, 43%) (Table 1) , with the next most popular option being 0-24% (9/28, 32%). These estimates are based on a variety of sources; mostly expert opinion (75%, N = 21/28) but also published papers (2/28) national/regional official databases (1/28), local registries (3/28) and other sources (2/28) such as unpublished data. Table 1 shows the percentages of CAMHS service users anticipated to need adult mental health care contrasted with the estimated percentages of AMHS patients under 30 years of age who have had previous contact with CAMHS. Estimates vary from between 10 and 70% of AMHS but are most commonly in the 20-30% region (33% on average).
In the majority of countries (N = 25, 89%), CAMHS and AMHS are separate organizations, and in many instances (N = 19, 68%) there are regional differences in their configuration. In the majority of cases, legal transition age in health care is set at 18 years, with exceptions: Malta (16 years), Cyprus (15-19 years) , Czech Republic (18-19 years), Denmark (17 years), Estonia (19 years), Finland (18) (19) (20) (21) (22) (23) and the UK, France (16) (17) (18) and the Netherlands (18) (19) (20) (21) .
Seventeen out of 28 countries (60%) reported that there was no specialized transition planning available in their country. In countries where such planning is available (N = 11/28, 39%), transition generally occurs between the ages of 16 and 20 years. The exception was Denmark, which reported offering transition planning for service users with eating disorders aged 13 years and over. Professionals involved in specialized transition planning included psychiatrists (N = 9/11 replies, 82%), social workers (N = 7/11, 64%), psychologists (N = 6/11, 55%), nurses (N = 4/11, 36%) and other professionals (N = 1/11, 9%).
Only two countries, Denmark and the UK, have written national or regional policies or guidelines for the management of individual service user transition from CAMHS to AMHS available; four of the 28 countries (Cyprus, Denmark, Spain and the UK) have written national or regional policies or guidelines to manage the interface between the services.
In terms of budgetary and fiscal factors that are considered to aid transition support services, experts indicated the availability of a separate funding system, accessible to CAMHS and AMHS in 10/26 countries (38%), and flexible funding in 5/26 countries (19%). Private or public individual insurance (N = 6/26 replies, 23%) and different funding levels (N = 4/26, 15%) also contribute to the budget of transition support services. Financial agreements with private services are in place in only 2/26 (8%) of responding countries. In more than half of countries (N = 16, 57%), there are no CAMHS case managers, and in only six of the countries where they are available (22%) the CAMHS case manager has the right to follow-up the young patient once he or she has moved from the child and adolescent to the adult mental health service.
Involvement of parents and other actors in transition planning
In almost half the countries (N = 13, 46%), parents/carers are involved in transition decisions, although sometimes only to the extent of being informed about the procedures and characteristics of the transition. In five countries (18%) the degree of involvement is limited by agreements reached between the young person and his/her parents (i.e. they might get involved only when requested by the service user), whereas in seven countries (25%) parents are able to choose the service they would like their adolescent child to be referred to, and in a few countries (N = 3, 11%) they can even decide the treating clinician in the new service. In situations where a parent is considered by a CAMHS professional to have mental health problems, experts were asked to list the three individuals or agencies who would most commonly get additionally involved. As first point of contact respondents indicated the other parent (6/28, 21%), followed by the parent's psychiatrist and family social worker (5/28, 18%), the mental health social worker (4/28, 14%), the clinical supervisor (3/28, 10%) and finally the GP (2/28, 7%). When a parent is affected by a severe mental disorder, their role in their child's transition planning is generally limited to receiving information about the process (N = 17/27 replies, 63%), rather than playing an active role (N = 7/27, 26%) or managing the situation by themselves (N = 1/27, 4%).
The lack of a connection between the CAMHS and AMHS was the most commonly identified difficulty facing children or young people needing transitional care (N = 23/28 countries, 82%). In addition, missing specific adolescent competencies in AMHS (64%, N = 18/28) were also highlighted, as were cultural differences between families and services (N = 13/28, 46%), a lack of capacity in AMHS (N = 10/28, 36%), differences in eligibility criteria (N = 10/28, 36%), a lack of specific services to refer patients on to (N = 6/28, 21%), ignorance of other systems (N = 4/28, 14%), catchment area constraints (N = 3/28, 11%) and other issues (e.g. still attending school) (N = 1/28, 4%). Table 2 provides a synthesis of these results for the different countries.
When CAMHS patients suffer from a comorbid physical illness, in the majority of countries (N = 20/28, 71%) transition is usually managed by co-consultation or referral to the appropriate specialist according to the type and the severity of the comorbidity. In nine countries (32%) the CAMHS professionals stay in charge of the decision, Total  23  18  6  10  10  13  4  3 whereas in five countries (18%) the length of CAMHS treatment is usually extended, and in one country (4%) the transfer to AMHS is generally anticipated. Three countries (11%) reported that a standardized assessment of the needs of young people approaching the transition boundary is routinely conducted. In Lithuania and Sweden, this is implemented at the local level, and in Ireland as a countrywide initiative. Only 29% (N = 8) of respondents felt that AMHS address the transition needs of incoming CAMHS service users. Examples of good practice included the formalization of transition policies, strengthening cooperation with CAMHS, and improving the diagnosis and treatment of young people with selected disorders (such as pervasive developmental disorders and hyperkinetic disorders).
Transition programmes and actions
Transition teams are reported to be unavailable, or represent a very limited resource, in the majority of countries (N = 25/28, 89%), and only a few offer community support groups to help young people as they move into less structured adult environments (N = 4/28,14%). Initiatives such as joint working with adult service providers, or partnership approaches involving the young person in planning their own transfer to adult services are unavailable, or have a very limited availability in the majority of countries, 22 (79%) and 18 (64%) countries out of 28, respectively. In contrast, documentation and records are shared between child/ adolescent and adult services in 14/28 of countries (50%). In the UK, there is only a limited availability of transition support workers. Some countries offer additional initiatives: in most geographical areas of France there are "houses of adolescents"-that are, facilities providing counselling and orientation in different domains of general health, including transition from child to adult services, to adolescents aged 11-21 years; in Lithuania there are available dedicated support in schools and pedagogical psychological services. Table 2 shows the support programmes funded and available in at least 50% of CAMHS within each country to young people after their discharge from CAMHS. No countries reported having professional transition specialists, and 50% (N = 14) reported having no transition support services at all. Only three countries (Poland, Slovak Republic and Spain) were able to provide further details regarding the specific programmes available.
A third of countries (N = 10/27, 37%) have no requirement to provide documented hand-over planning of transition. Respondents to our survey estimated that service users are never involved in care planning and decision-making in 8/26 countries (31%), and always involved in 9/26 countries (38%). Marked differences between countries were found also regarding the intention to organize joint meetings with adult services, with policies aiming to have them occurring always in only two countries (Lithuania and Greece) out of 28 (7%), sometimes in 13 of 26 (50%) and never in 11 of 26 (42%). There is no system that ensures accountability (e.g. a single clinician from either of the services having responsibility for coordinating the transition) in half the countries.
Other examples of good transition planning include: efforts to ensure the involvement of parents/caregivers in the care plan and decision making (which occurs sometimes in 11 of 26 countries, 42%; and always in 9 of 26 countries, 35%); preparing the young person for ending a therapeutic relationship and starting a new one (which occurs sometimes in 11 of 25 countries, 44%; and always in 9 of 25 countries, 36%). Country-specific initiatives reported were the establishment of phone contacts between teams, the exchange of medical documentation (France) and the provision of care at the same mental health centre (Lithuania).
Discussion
Most psychopathology does not fade as time goes by, yet there is a gap at the CAMHS/AMHS interface, implying disruption of care when it should be most robust. Our survey of transition-related services and policies in all EU countries shows that in most areas there are no joint initiatives or common activities between these two sectors; the gap is tangible in the separate organization of CAMHS and AMHS, as well as in the lack of official documents (national/regional agreements or policies) regulating and monitoring transition planning (i.e. accountability). National and regional differences in service configuration add to the complexity. The proportion of transitioning youth is variable across the countries, indicating a lack of consensus. Furthermore, the needs of service users are not recorded systematically: standardized assessments are rarely conducted, and young people and their families often have no impact on the transition decision. The allocation of resources appears poorly focused, with too few dedicated initiatives (transition teams, support services, transition specialists, case managers) and widespread failure to include multidisciplinary professional competences. In line with this, dedicated funding is still scarce, as policymakers and service managers do not access relevant information to evaluate the problem in detail.
Detached and non-specific care
According to our survey findings, a substantial proportion of service users in CAMHS will need to continue their treatment in adult services. Continuity of psychopathology is also manifest in young service users at AMHS, with up to a third having previously accessed CAMHS. It is important to note that 'previous contact' in CAMHS may not necessary imply 'transition': an unspecified portion of these AMHS users might have received treatment in CAMHS for instance at the age of 12 until the age of 14, and again when 24 years old at AMHS. A reasonable conclusion is that discontinuation of care can happen much earlier than the transition boundary.
Despite the importance of ensuring that responsive and age-appropriate care is provided for transitioning youth [26] , the interface between the two services is characterized by lack of collaboration, and when they do work together, a failure to implement optimal transition practices [10] . The majority of EU countries have no official national policies or guidelines on the management of the transition process across CAMHS and AMHS, leaving local administrations to develop their own. This scenario is worsened further by the fact that, in the majority of countries, CAMHS and AMHS generally constitute separate organizations, with distinct administrations and funding allocations [27] .
Consequently, with the exception of a few countries, shared initiatives between the services [i.e. shared record keeping systems or transition planning documentation] are seldom implemented. Furthermore, transition programmes are frequently too broad or general and lack specialized teams, professionals or dedicated support services. Since mental health professionals dealing with adult patients are generally not trained in child and adolescent psychopathology [28] , the appropriateness of the clinical treatment provided in AMHS may be questioned, which is particularly crucial for certain diagnostic groups for which transition is less likely, such as ADHD and eating disorders [19] . For young people suffering from ADHD in particular, the challenges of adulthood are more pronounced and, without care or treatment, worse outcomes are expected [29] . Given also the lack of dedicated ADHD clinics for adults, disruption of care at the transition boundary is likely, and the chances of affected individuals of finding their way into AMHS independently later on is reduced, unless they have other co-morbidities [30] . Additional training for adult mental health professional is required in the case of more developmental mental disorders. Equally, CAMHS professionals may benefit from specific training on severe adult mental disorders with an age of onset in adolescence or young adulthood [e.g. severe personality disorders, psychotic disorders, severe depression or bipolar disorder].
Country differences
As for the use of broad transition age ranges, differences in service provision can be explained by differences in service configurations. Country variability in the provision of transition programmes mirrors the heterogeneity already observed in the configuration of CAMHS across Europe [21] .
As transition-related discontinuity of care still represents a shared major socioeconomic and societal challenge for the EU, it is crucial that we enhance the exchange of knowledge, so that good practice can be shared throughout Europe, and the great discrepancy between young people's needs and service availability (i.e. beds, clinicians, opening hours, specialized programmes) is addressed. A starting point may be to look at the few countries where these issues have already been tackled through the establishment of dedicated transition policies and practices, and adopting their example.
Involvement of youth and their families
Young people are too often excluded from the process of making transition decisions, and the majority of surveyed countries do not undertake an established standardized assessment of their needs. As transitioning youth have very specific psychosocial needs, generic care provision is destined to be ineffective, if not detrimental, and is likely to lead to treatment withdrawal [31] . This contrasts strongly with the pioneering example of Australia and a few European countries [32] , which have implemented youth-specific, evidence-based mental healthcare that is both accessible and acceptable to young people. Australian Headspace [33] , for example, demonstrates how holistic approaches, tailored to the needs of youth, can reduce young people's psychological distress and improve psychosocial functioning [34] , although even in this system it is unclear how the transition to another service is organized whenever a service user needs ongoing treatment after the boundary age (set at 25 years for Headspace users).
The involvement of parents in transition planning is controversial: although legal requirements for young people under the age of majority ensure they are fully included in their children's care plan, this may not fully apply to transition-related decisions, as the scope and limits of adolescents' moral, legal and socio-cultural rights and the parallel rights and reciprocal duties of their parents and professionals change as they approach the age of majority [35] . Furthermore, parents tend only to be informed about the overall process, rather than actively taking part in decisions (Table 3) . Previous research has shown that whilst some young people want their parents to continue to be involved in their care, others do not, and for some the decision whether to involve parents or not is very complicated [36] . This should also be considered in light of the numerous ethical issues raised by transition.
Furthermore, in cases where a parent has a suspected or manifest mental disorder, their role in transition planning can be even more limited. Although the aim may be to avoid an overload regarding the parent's responsibilities, mental health services should not overlook the transgenerational aspects of mental illness. In CAMHS practice, the presence of a parent with mental illness is a relatively frequent event [37] and managing a parent's involvement in child treatment and transition is a very delicate and important aspect of health care delivery [38] . In families where mental illness is present in both the parent and child, the child might need specific attention by mental health services, given the genetic risk and the possible exposure to environmental risk factors. Very few specific interventions have tackled this issue in Europe to date [39, 40] . Focus on promoting youth psychological well-being in families where a parent has poor mental health is urgently needed.
Future perspectives
Our findings underline the need to involve multidisciplinary competencies, services and stakeholders, including users' perspectives and needs [12, 41] , to ensure the quality and continuity of mental health care at the time of transition. The following domains would benefit from further conceptual development and investigations:
(i) The establishment of a common training programme in transition and developmental aspects of psychopathology for professionals working in CAMHS and AMHS; (ii) the formation of a shared management organisation or system overseeing both AMHS and CAMHS, capable of monitoring and documenting the interface between both services; (iii) a joint CAMHS and AMHS review and adaptation of already existing transition guidelines [15] to ensure they are fit for country-specific challenges; (iv) the standardized assessment of the needs of young people approaching the transition boundary of their CAMHS; (v) the inclusion of young people and their families into the transition planning process.
European consensus meetings attended by policy makers and relevant societies are strongly encouraged in order to reach consensus statements about fundamental improvements to transitional care. Findings from the wider MILE-STONE project and the MILESTONE study [42] will contribute to inform such crucial debate, by addressing transition barriers and by offering both child/adolescent and adult psychiatrists a common standardized assessment framework and communication platform that incorporates the views of young people and their parents regarding appropriate care pathways.
Strengths and limitations
This report comparing transitional care in mental health services across Europe is first of its kind. The main strength is that survey responses were received from all 28 EU countries, providing a comprehensive view of CAMHS-AMHS interfaces and transition related policies and practices.
Caution is needed, nevertheless, when interpreting these data, as a considerable proportion is based on personal opinion, consultation with colleagues and web searches rather than official national statistics or sources. This represents an important methodological weakness.
Variability in responses may also be attributed to a lack of standard definitions for many concepts used or rated in the survey: an explanation for 'CAMHS' and 'transition' was provided along with the instructions, but no additional glossary of terms was included. Different interpretations of terms used in this tool may also account for some of the country differences, together with the heterogeneity of experts' reference systems.
Conclusion
Our EU-wide survey confirms the two main methodological and practical barriers to continuity of care at the interface of child and adolescent and adult mental health services: lack of youth-tailored care pathways and a lack of connection between the two services. As part of the ongoing broader investment in adolescent health and wellbeing [43] , which is also a public health focus [44] , an appropriate and timely reconfiguration of mental health services would benefit future efforts aimed at addressing youth mental health needs in the most efficient and cost-effective way. Tackling transition-related discontinuity of care is part of the solution.
